. It has been identified as one of the 5 most pressing global lung problems (Barnes, et. al., 1996) . The prevalence of asthma is rising and 5-9% of general population in India is suffering from Bronchial asthma (Gupta, et. al., 1999 
II.
Results and discussion:-
We managed data using Microsoft Office Excel 2007 and analyzed the data using SPSS (version 20.0) for Windows to calculate the observations taken into consideration. The main demographic groups of interest for this analysis were Kashmiri people. 2975 subjects were registered for the study. 1517 were male and 1458 were female. In the clinical setting, asthma is diagnosed based on history, physical examination, and physiological testing (which most commonly includes, but is not limited to, spirometry and bronchodilator reversibility testing). In population based surveys, time and logistic constraints do not allow the use of most of these modalities. Although the use of a validated questionnaire remains the most popular method for field studies, there can be no strict validation for any test of asthma. Epidemiological studies on prevalence of asthma, therefore, often suffer from a lack of definite criteria for diagnosis of disease and a standardised methodology. Different investigators have used different parameters such as physician-diagnosed asthma, demonstration of variable airflow obstruction, or bronchial hyper reactivity as gold standards for validating questionnaires employed to diagnose asthma under field conditions. Each method has its own limitations of either under-diagnosing or over-diagnosing asthma. A significant proportion of the general population suffers from respiratory symptoms of varied etiology (including asthma), and the greatest problems in any population survey is to correctly identify asthmatics from this subset. Obviously, no epidemiological tool can be a perfect discriminator in this regard with 100% sensitivity and specificity. The problem of misdiagnosis in questionnaire-based surveys depends not only on the structure and inherent properties of the questionnaire, but also on the social, demographic and medical factors of the population being studied. Any epidemiological study can therefore provide only imprecise estimates of the true burden of disease, although use of better tools can certainly reduce the degree of imprecision. We used a questionnaire validated against physician-diagnosed asthma under out patient department (OPD) in hospital and field conditions. It was observed that male was showing a slight higher level of occurrence of the disease than female counter parts. The study is very important due to many reasons, One being, that it was made for the first time in valley. Second being, that it covers not only the one but many parameters (conditions) of the people. Kashmir valley is temperate in origin, the level of incidence of Bronchial Asthma were recorded highest in the month of October (16.63%) fallowed by March (16.03%) and November (15.02%) respectively (see graph 1). Since these months witness a change in climatic conditions due to seasonal changes therefore the data was obtained. It was also observed that the disease is directly proportional with the gradual increase of age, (see graph 2). The highest incidence has been recorded in the age group >60. The study showed significant relation between the age and disease (r) = -0.3745 as the therapy effects showed significant response in the age at <20 years and has same relation of onset of disease 95% confidence interval: -0.7672 to 0.2226. As evident from the (graph 3) it was observed that the disease may be taken as chronic bronchial asthma, it is therefore that the chronicity of the patients lies in between 1 year to more than 6 years as per data were calculated. The habit of the subjects were also observed and it was found that the incidence of the disease was highest among non smokers fallowed by Ex-smokers (see graph 4). Also males were more prone than females (3: 1) in smoking habits. It can be assumed that the smokers have continuous exposure to smoke, this might have developed immunity to smoke allergy as compared to non smokers. So it may be concluded that the non smokers have high incidence of Bronchial Asthma. In the present study it was found that the females are more prone than males working with animals(13.07%) and house hold work(11.76%), where as males have high incidence who are working in farms(12.47%).The incidence of the disease can be treated same who are working in cliesty atmosphere (see graph 5,6). Social -economic status plays important role with the disease. It was found that the people living in congested and crowded urban areas were more affected, where as in rural areas people living with dumpy habitat and unhygienic environment (34.7%) were more affected with Zeequn nafs (Graph 6, 7). Screening of population randomly selected an overall prevalence rate of 9.7% for chronic bronchitis and 2.7% for asthma. This increased prevalence of chronic bronchitis was attributed to exposure to domestic smoke pollution, lower socio-economic status, illiteracy, poor housing conditions and overcrowding.
III.
Conclusion and future prospects:
Despite certain limitations of our study, we conclude that it is essential to expand health care services and screening programmes for the awareness, diagnosis and treatment of bronchial asthma. The respondents were characterised by certain sociodemographics, patterns of living, smoking habits that were somewhat similar to national and international research. This study lays foundation for future research in asthma in the region of Jammu & Kashmir and the states having same climatic condition. The present study shows that bronchial asthma is an important public health issue. It also showed that age and the disease is correlated. In order to attain better quality life in a chronic disease condition like bronchial asthma, one needs to be aware of its aggravating factors.
